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Introduction
Labor is a critically dangerous time for women and newborns. On an annual basis, nearly half a million women die during pregnancy and birth worldwide. 1 There is a great disparity in maternal mortality ratio (MMR) in developing and developed countries of 239 and 12 per 100,000 live births, respectively. 2 One target under the sustainable development goals plans to reduce global MMR to <70 per 100,000 births, with no country to have an MMR of more than twice the global average. 3 Although Ethiopia showed a significant reduction in MMR over the past 3 decades, MMR is still 412/100,000 live births, which is very far from the international target. 2, 4 2 getenet et al Similar to most developing countries, the causes of maternal deaths in Ethiopia are mainly attributed to three delays that produce a detrimental domino effect. These include a delay in seeking care, delay in reaching appropriate care, and delay in receiving care. 5 Although there has been an improvement in Ethiopia health facility delivery and labor attended by a skilled birth attendant (SBA), they remain at minimum usage at 26% and 28%, respectively. A growing body of literature has considered intrapartum care satisfaction as a critical point of intervention to mitigate high MMR rate. 4, 6, 7 In particular, WHO emphasizes ensuring women's satisfaction as a means of secondary prevention of maternal mortality. WHO promotes births attended by SBA as a means of reducing maternal mortality and recommends that women's satisfaction must be assessed to improve the quality and effectiveness of healthcare provided to them. 8 Satisfaction with intrapartum care reaches 75% in most developing countries. 9 Displeasure mainly comes from the physical characteristics of the facility, technical aspects of care, caregiver and client interaction, inadequate pain control during labor, and outcome of labor. [9] [10] [11] [12] [13] Previous studies showed that ~50% of women were dissatisfied by hygiene and sanitary problems of the hospitals, lack of access to toilets, lack of privacy in labor rooms, distance to the health facilities, and the high cost paid for the service. [14] [15] [16] Studies have also made it apparent that women's previous negative experiences with health facility birthing care lead to underutilization in the future. 17 Moreover, dissatisfaction during the intrapartum period complicates the postpartum period that results in abnormal puerperium. 18 Therefore, exploring women's satisfaction with intrapartum care and its predictors is vital both to improve the quality of labor care and rates of health-seeking behaviors of women. To adopt and implement evidence-based practice in labor care, collecting and acting on feedback received from those receiving labor care is the basis for improvement. Furthermore, nurses and midwives working in labor room will use the findings of this study as a yardstick to improve the quality of care given to laboring mothers. Despite having many studies done elsewhere, there is a scarcity of data concerning women's satisfaction with intrapartum care in Ethiopia, with a noticeable gap in studies in Eastern Ethiopia. Therefore, this study assessed women's satisfaction with intrapartum care and identified its predictors using quantitative research methods in hospitals in Harar, Eastern Ethiopia.
Materials and methods study design and setting
A hospital-based, cross-sectional study was conducted from February 1 to 28, 2017, in Harar hospitals, Eastern Ethiopia. Harar is located 526 km Northeast from Addis Ababa, the capital city of Ethiopia. Based on the 2007 census projection, the total population of Harari Regional State was 232,000, of which females account for 115,230. 19 Harar town has 19 kebeles (lowest administrative unit), which are divided into six districts. In the region, there were 7 hospitals (2 public, 2 private, 1 non-governmental, 1 police hospital, and 1 army hospital), 8 health centers, and 26 health posts. The antenatal care (ANC), health facility delivery, and SBA coverage of the region reached 75.9%, 50.2%, and 51.2% respectively. 4 
study population
Women who visited the selected Harar hospitals for labor service during the data collection period were included. Women who were critically ill, had a diagnosed mental illness, and unable to communicate were excluded from the study.
sample size determination
The sample size for this study was determined using a single population proportion formula with P=0.619 (proportion of mothers satisfied with delivery care in the Amhara region referral hospitals), 14 level of significance 5% (α=0.05), the margin of error 5% (d=0.05), and 10% non-responses rate. Thus, a total sample of 398 delivering mothers participated in this study.
sampling procedure
In Harar, four hospitals were selected. Two government hospitals (Hiwot Fana Specialized University Hospital [HFSUH] and Jugal Hospital) and two private hospitals (Harar General Hospital and Yemage Hospital) were selected purposively based on service provision to the public and provision of basic obstetrics and newborn care. The total sample size was then allocated proportionally to each hospital by reviewing the number of deliveries attended in the last quarter of the previous year. The data were collected consecutively from each postnatal woman who received labor care in these hospitals until the desired sample size was achieved.
Data collection tool
A structured interviewer-administered questionnaire was developed in English, translated to Amharic and Afaan Nursing: Research and Reviews downloaded from https://www.dovepress.com/ by 54.70.40.11 on 27-Dec-2019 For personal use only.
Nursing: Research and Reviews 2019:9 submit your manuscript | www.dovepress.com Dovepress Dovepress 3 satisfaction with intrapartum care and its predictors Oromo (local languages) and back to English by an independent language expert to ensure its consistency. The tool consisted of four sections regarding sociodemographic characteristics, obstetrics characteristics, health facilityrelated characteristics, and components of intrapartum care satisfaction. Satisfaction assessment tools were adopted from the Donabedian quality assessment framework, 20 and it was assessed by 17 items (Cronbach's alpha =0.983) across three aspects of care: accessibility and physical environment of the facility (5 items), interpersonal aspect of care (4 items), and technical aspects of care (8 items). To ensure the validity of the data collection tool, a pre-test was done on 20 postnatal women at HFSUH 1 month prior to data collection.
Data collectors and data collection procedure
Four diploma midwives and two BSc midwives who are fluent in Amharic and Afaan Oromo and did not work in the study sites were recruited as a data collector and supervisor. A 2-day training covering theoretical and practical components of data collection was held. Furthermore, data collectors were also briefed on each question included in the data collection tool. The data collection was conducted in an exit interview in the hospital. Women who fulfilled the inclusion criteria and were willing to participate were interviewed an average of 30 minutes in a private setting after discharge from the postnatal ward. On-site supervision was carried out during the whole period of data collection on a daily basis by the supervisors and investigators.
Operational definition
A five-point Likert scale was used for each component of satisfaction items. The overall cutoff for patient satisfaction was determined based on previous studies conducted in Ethiopia. Those who were satisfied with ≥75% of the items were categorized as "satisfied". 21 
Data processing and analysis
Data were checked visually by the investigators and were coded, entered, and cleaned using EpiData version 3.1 software, and then exported to SPSS version 22.0 for analysis. Descriptive statistics such as simple frequencies, measures of central tendency, and measures of variability were used to describe the characteristics of participants. The information was then presented using frequencies, summary measures, tables, and figures.
During analysis, the responses of "very satisfied" and "satisfied" were classified as "satisfied". Responses of "very dissatisfied", "dissatisfied", and "neutral" were classified as "unsatisfied". Neutral responses were classified as dissatisfied bearing in mind that they may signify a fearful way of articulating dissatisfaction. This is likely because the interview was conducted in the hospitals and women may have been reluctant to express their dissatisfaction in the services they received. 14 A bivariate analysis with a crude OR (COR) of 95% CI was used to assess the degree of association between each independent variable and the outcome variable by using binary logistic regression. Independent variables with a P-value of ≤0.25 were included in the multivariable analysis to control confounding factors. Multicollinearity was checked to see the linear correlation among the independent variables by using the variance inflation factor (VIF) and standard error (SE). Variables with a VIF of >10 and an SE of >2 were dropped from the multivariable model. Hosmer-Lemeshow's test was found to be insignificant (0.600), and Omnibus tests were significant, which indicate that the model was fitted. An adjusted OR (AOR) with 95% CI was estimated to identify the predictors associated with women's satisfaction using multivariable logistic regression analysis. A P-value of <0.05 was considered to be statistically significant.
ethical considerations
Before beginning any part of the study, ethical clearance was issued by the Institutional Health Research Ethical Review Committee of the College of Health and Medical Sciences, Haramaya University. An official letter was written to Harari region hospitals, and permission was secured from the necessary hospital administrators. Moreover, this study was conducted in accordance with the Declaration of Helsinki, 22 and participants were informed of the purpose of the study. Furthermore, participants were well-versed about the minimal risk associated with participating in this study. In addition, before the commencement of data collection, written informed consent was obtained from literate participants and verbal informed consent from participants who were illiterate. To maintain the confidentiality of information gathered from each study participant, code numbers were used throughout the study.
Results

sociodemographic characteristics
In this study, 398 study participants were involved, with a response rate of 100%. The mean (±SD) age of the study participants was 26.79 (±5.92) years. Nearly half of the participants (47.7%) were found within the age group of 
Obstetrics characteristics
Two hundred thirty-four (58.8%) were pregnant for the first time at the age of 19 years and above. Two hundred sixty-eight (67.3%) of women were multipara. Of them, 92 (34.3%) had one or multiple previous home deliveries. Among multipara women, 57 (21.3%), 37 (13.8%), and 58 (21.6%) had a history of neonatal death, stillbirth, and abortion, respectively. Three hundred six (76.9%) of the participants had ANC follow-up for the current pregnancy, out of which 170 (55.6%) had four or more ANC visits. Two hundred forty-eight (62.3%) of women had a plan to deliver in the hospital. The current pregnancy was wanted for most of the participants at 93.7%. Labor persisted for 12 hours or longer for 153 (38.4%) of the participants. Nearly half (48.5%) of the participants were attended by female healthcare providers (HCPs). Of the participants, an episiotomy was done for 122 (30.7%). Twenty-six (6.5%) women and 29 (7.3%) of newborns experienced complications and 22 (5.5%) newborns died.
Labor and birthing care are free for the majority, 338 (84.9%) of the participants. The prescribed drugs were available in the hospital for 351 (88.2%) of the study participants. 91.5% of the participants were seen by the HCP within 15 minutes. Of the participants, 364 (91.5%) of them were willing to visit the facility again at the time of their next pregnancy and recommend it to their relatives and neighbors ( Table 2 ).
Women's satisfaction with intrapartum care
The proportion of women who were satisfied with intrapartum care was 84.7% (95% CI: 81.1, 88.2). Three hundred seventy-five (94.2%) of the participants were satisfied with the hospital environment, 343 (86.2%) were satisfied with the technical aspect of care, and 305 (76.6%) were satisfied with the interpersonal aspect of care. Among the items used to assess intrapartum care satisfaction, explanation about the treatment given-related satisfaction (301 [75.6%]), privacy-related satisfaction (302 [75.9%]), and space adequacy-related satisfaction (330 [82.9%]) were the first three least values ( Figure 1 ). There is a significant difference (X 2 =10.4 and P-value=0.01) in satisfaction among women who delivered at private and public hospitals. Satisfaction varied among hospitals; 85.9%, 78.3%, 95.5% and 97.0% of women were satisfied with the service they received at HFSUH, Jugal, Yemage and Harar General Hospital ( Figure 2 ) respectively. 
Predictors of women's satisfaction
Those variables with a P-value of ≤0.25 in the bivariate analysis were entered into multivariable analysis using the enter method to identify the independent predictors of women's satisfaction. Participants who had no formal education were twice as likely to be satisfied compared to those who had either a secondary school education or higher (AOR =2.4, 95% CI: 1.10, 5.10). Women who did not attend ANC follow-up were four times more likely to be satisfied with intrapartum care compared to those who had ANC followup (AOR =3.9, 95% CI: 1.54, 9.93). Similarly, participants who had an experience of home delivery for the previous pregnancy were nine times more likely to be satisfied with birthing and labor care provided in the hospitals (AOR =9.1, 95% CI: 2.50, 23.71).
Participants who planned to deliver in the hospital were three times more likely to be satisfied than those who were referred from other health institutions (AOR =2.9, 95% CI: 1.47, 5.8). Similarly, availability of the prescribed drugs within the hospital pharmacy was associated with women's satisfaction. Women who received the prescribed drugs from the hospital pharmacy were three times more likely satisfied compared to those who did not receive them (AOR =2.73, 95% CI: 1.24, 6.03).
Participants who waited for 15 minutes or less to be seen by the HCPs were 2.5 times more likely satisfied compared Nursing: Research and Reviews downloaded from https://www.dovepress.com/ by 54.70.40.11 on 27-Dec-2019 For personal use only.
Nursing: Research and Reviews 2019:9 submit your manuscript | www.dovepress.com Dovepress Dovepress 7 satisfaction with intrapartum care and its predictors to women who waited for >15 minutes (AOR =2.50, 95% CI: 1.03, 6.17). Women who were discharged within 24 hours after delivery were two times more likely satisfied compared to those who stayed for >24 hours (AOR =1.89, 95% CI: 1.04, 3.55) ( Table 3 ).
Discussion
Nearly 85% of women were satisfied with intrapartum care. More than three-quarters of women were satisfied with the interpersonal aspect of care. Independent predictors of women's satisfaction were as follows: not having a formal education, not having ANC follow-up, having a previous experience of delivering at home, having a plan to deliver at the hospital, adequate availability of drugs, experiencing a short waiting time to be seen by the HCP, and a short hospital stay after delivery.
In this study, overall women's satisfaction with intrapartum care was 84.7% (95% CI: 81.1, 88.2). This finding is slightly higher than studies conducted in referral hospitals in the Amhara region of Ethiopia (61.9%), Nepal (56%), Kenya (56%), Senegal (56.3%), Eritrea (20.8%), Bahir Dar (74.9%), St. Paul's Hospital Millennium Medical College (SPHMMC), Addis Ababa Ethiopia (19%), and Gamo Gofa Zone, southern Ethiopia (79.1%). However, it is lower than studies conducted in Arba Minch (90.2%) and Kenya (96% in public hospitals and 98% in private hospitals). 11, 14, [23] [24] [25] [26] [27] [28] [29] [30] This difference may be due to some improvements in the healthcare systems as the Ethiopian government has invested heavily in improving maternal and newborn health. It can also be due to difference in the quality of services, mothers level of expectation, or the type of health facilities (ie, this study also includes private hospitals). Additionally, currently, there are many hospitals receiving foreign investment, which has shown improvements in service quality through capacity building and equipment support. In addition, it could be due to methodological difference that some of the studies used factor analysis to set the cutoff point for satisfaction, which inflates the level of satisfaction.
There is a statistical difference (P-value =0.01) in satisfaction among women who delivered at private (96.4%) and public (82.8%) hospitals. This is in line with the comparative study conducted in Kenya. 28 This is likely due to the fact that in private hospitals, services are relatively expensive and accessible to those of a higher socioeconomic status. As a result, there is a less chance of overcrowding with more attentive service delivery due to the lower doctor to patient ratio. Critically, students are not assigned for their practical internships in these hospitals, which is a major contributing factor for client dissatisfaction.
Higher educational attainment was negatively associated with women's satisfaction in studies conducted in both Ethiopia and Serbia. 15, 16, 27 Similarly, in this study, women who had no formal education were two times more likely to be satisfied compared to those who attended a minimum of secondary education. This might be due to the expectation of care perceived by the mother, awareness of the healthcare service provided in hospitals and communities' standard of living.
Recent literature has shown that women who do not attend ANC follow-up are more likely satisfied with labor care given in the hospitals. 16, 24, 27 Similarly, in this study, women who did not have ANC follow-up were four times more likely to be satisfied with intrapartum care compared to women who attended ANC follow-up. The probable reason might be that the exposure to facilities through ANC increases the understanding of women about the service provided by the HCPs. This, in turn, demands enhanced healthcare services and better-quality labor care in the hospitals or health centers.
In this study, participants who had previous experience of home delivery were nine times more likely to be satisfied with intrapartum care. This is supported by a cross-sectional study conducted in Ethiopia. 16 This could be due to the fact that most of the study participants from rural areas have a previous experience of one or multiple home deliveries and as a result; they satisfied with the minimum standard of care. Thus, when the women's childbirth process is attended by HCPs with empathy and good bedside manner; they develop trust and satisfied with the service provided.
Having the plan to deliver at the hospital was significantly and positively associated with women's satisfaction. This finding is similar to the studies conducted in Ethiopia and other developing countries. 14, 21, 23 This might be due to the community's attitude toward institutional delivery, previous birth experience, recommendation by others, and birth preparedness and complication readiness.
Availability of drugs and/or supplies within the hospital were positively associated with women's satisfaction in studies conducted in developing countries. 13, 31 Similarly, in this study, availability of the prescribed drugs within the hospital pharmacy was associated with women's satisfaction with intrapartum care. This is likely due to the expensiveness the drugs when purchased outside of the hospital pharmacy.
Experiencing a short waiting time was significantly associated with women's satisfaction. Women who wait 15 minutes or less were three times more likely to be satisfied compared to those who waited for >15 minutes. This is aligned with studies conducted in different parts of Ethiopia and Nepal. 14, 25, 27 This is most probably associated with the perception of women receiving service immediately after reaching the hospital. Furthermore, a delay in care secondary to higher number of clients, lack of human power and supplies, and time wastage in taking out clients' card is the source of complaint in most health facilities of Ethiopia.
A short length of stay within the hospital after receiving service was also a predictor of women's satisfaction. Women who were discharged within 24 hours after delivery were three times more likely to report being satisfied compared to those women who stayed for >24 hours. This is contrary to the study conducted in Laos. 32 This may be due to the scratchy environment of the hospital and the restrictions imposed on the family in entering the labor room.
Generally, the study assessed women's satisfaction with intrapartum care and identified its predictors. As such, this study can be used as a gap analysis and can be mobilized by health institutions to provide better patient-centered care. The strength of the study was the short time period between labor and data collection, and hence women clearly remembered their birth experience, which strengthens the data collection process by minimizing recall bias. Nevertheless, the study faced some limitations. For example, generalization to all health facilities in Harar was not possible because the data collection was restricted to the labor experience of women Nursing: Research and Reviews downloaded from https://www.dovepress.com/ by 54.70.40.11 on 27-Dec-2019 For personal use only.
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Conclusion
In general, 85% of women were satisfied with the intrapartum care provided in the hospitals. Independent predictors of satisfaction with intrapartum care included the following: having a lower educational status, a plan to deliver in the hospital, not having ANC follow-up, having a previous experience of home delivery, adequate availability of drugs, a minimal waiting time to be seen by the HCP, and a short length of hospital stay after delivery. Subsequently, multidisciplinary participation is needed to improve the quality of intrapartum care.
Since patient satisfaction is central to quality of care, the HCPs put their maximum effort to meet the minimum standard of care. Considering patient-centered care as a drain to engage women in facility delivery is important to increase the rate of institutional delivery. Particularly, nurses and midwives working in labor, delivery, and other maternal and child health units should apply evidence-based nursing standards such as nursing process, which is central to the improvement of client satisfaction and quality of care. They should also give timely care with an adequate explanation of the service they provide to women.
Furthermore, the involvement of hospital administrators, regional health bureaus, and national ministry of health is forceful to make the hospital more comfortable for clients. Since satisfaction is multidimensional, further studies are needed to identify independent predictors for women's satisfaction.
